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Abstract 
Using the data from the National Association of County and City Health Officials’ (NACCHO) 2010 Profile 
of Local Health Departments (LHDs) our study investigates whether or not infrastructural characteristics 
of LHDs were associated with completion of community health assessment (CHA). Our results show that 
local and shared LHD governance, greater share of revenue from federal and state sources, smaller 
population size in LHD jurisdiction, and having an epidemiologist significantly increased the odds of CHA 
completion in the past, after controlling for community characteristics and other independent variables. 
These findings have important implications for LHDs, PHAB and its partners. 
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ocal health departments (LHDs) have conducted community health assessments (CHA) in 
the U.S. since the 19th century.  The catalyst for CHA work in recent times came from the 
landmark report issued in 1988 by the Institute of Medicine1 which named assessment as one 
of the three core functions of public health. Currently, CHA is a topic of much interest due to two 
recent developments; first, the Public Health Accreditation Board (PHAB) requirement that local 
health departments (LHDs) participate in or conduct a collaborative process resulting in a CHA as 
part of a voluntary national accreditation program2 and second, the strengthening of community 
health needs assessment (CHNA) requirements for non-profit hospitals in the 2011 Patient 
Protection and Affordable Care Act (PPACA). Efforts to assess the core functions of LHDs have 
shown an association between health outcomes and local public health agency performance.3 This 
study investigates whether or not local public health infrastructure and the existence of LHD staff in 
certain categories increase the likelihood of a LHD to conduct a CHA.  
 
METHODS 
Data were drawn from the 2010 National Profile of Local Health Departments Study (Profile).4 All 
Profile data in our analyses were taken from the Profile’s core questionnaire, which had a response 
rate of 82 percent or 2107 of 2565 LHDs. All data were self-reported by LHDs. To estimate 
unbiased population parameters, we used appropriate statistical weights in all analyses, which 
accounted for disproportionate responses by LHDs serving different population sizes. Using the 
FIPS codes for the county and place, additional data from the County Health Rankings and 2010 
U.S. Census on community characteristics were merged with Profile data. When LHDs comprised 
multiple jurisdictions, population weighted averages were computed to estimate community 
characteristics.  
 
The outcome variable comes from the question: “Has a community health assessment been 
completed for your LHD’s jurisdiction? (Select all that apply)”. The response categories werere-
coded into three categories, to align them with the PHAB pre-requisites of LHDs having completed 
a CHA within five years: (1) “Yes, within five years”,(2)  “No but plan to in the next year”, and (3) 
“No/Not within five years and no plan in the next year”.  The linked file offered a variety of 
potential explanatory and control variables to represent LHD infrastructure and community 
characteristics. For the final model, we selected the explanatory variables that prevent 
multicollinearity and improve the overall fit of the model (Table 1).   
Analyses for this study were performed using SPSS version 21.0 by IBM Corporation. We used the 
Cramer’s V test to assess the significance of bivariate associations of the ordinal level dependent 
variable (CHA) with the nominal independent variables, and the Somer’s D test for ordinal 
independent variables. For the multivariate analysis of the three-category dependent variable, we 
performed multinomial logistic regression (NOMREG command in SPSS).  
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RESULTS 
Table 1 shows how the completion of a CHA relates to other LHD characteristics and community 
context variables. LHDs completing CHAs in the last five years were more likely to have local or 
shared governance, a local board of health, serve larger populations, and have an epidemiologist on 
staff.  
 
Table 1: Percent of LHDs that completed CHAs by community/LHD characteristics 
  Yes, 
within 5 
years 
No but 
plan to in 
the next 
year 
No/Not 
within 5 
years AND 
no plan in 
the next 
year 
ALL LHDs 
  (Mean) (Mean) (Mean) Frequency 
(un-
weighted) 
Mean(weight
ed) 
Percent of population in occupied 
housing units free and clear  
22.479 23.995 25.522 1906 23.47 
Percent of population age 0 to 17   22.957 23.701 23.661 1906 23.22 
Percent of population unemployed 6.013 5.384 5.670 1729 5.86 
Percent of LHD revenues from 
local sources  
26.819 31.901 33.207 1440 29.08 
Percent of revenues from State 
sources  
19.392 15.305 12.689 1533 17.24 
Percent of revenues from Federal 
sources  
3.033 3.630 2.176 1415 2.85 
  Yes, 
within 5 
years 
No but 
plan to in 
the next 
year 
No/Not 
within 5 
years AND 
no plan in 
the next 
year 
Frequency 
(un-
weighted) 
Percent 
(weighted) 
LHD governance classification 
    Local 62.1% 8.8% 29.1% 1544 73.5% 
    Shared 62.6% 14.3% 23.2% 171 7.9% 
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    State 48.6% 8.9% 42.5% 392 18.6% 
LHD has one or more local boards   
No 56.7% 7.2% 36.1% 523 24.6% 
Yes 60.8% 9.8% 29.4% 1576 75.4% 
Population categories   
     <25,000 51.2% 9.6% 39.2% 783 41.6% 
     25,000-49,999 66.4% 8.3% 25.3% 455 20.9% 
     50,000-99,999 61.6% 9.3% 29.1% 324 14.9% 
    100,000-499,999 65.5% 10.3% 24.2% 417 17.5% 
     500,000+ 74.4% 6.0% 19.5% 128 5.2% 
Epidemiologist on staff 
     No 57.5% 9.2% 33.3% 1277 72.2 
     Yes 70.9% 9.4% 19.7% 541 27.8 
Type of LHD jurisdiction 
     Single jurisdiction: city/county 59.1% 9.2% 31.7% 1834 87.9 
     Multiple jurisdictions 64.1% 9.1% 26.9% 273 12.1 
All LHDs 
(n) 
59.7% 
(1263) 
9.2%  
(192) 
31.1% (636)  2107   
 
 
Table 2 shows the results of multinomial regression of the completion of a CHA by LHDs within 
five years. After statistically controlling for other exogenous variables in the multivariate model, 
LHDs with a higher proportion of revenues from state and federal sources were significantly more 
likely to have completed a CHA within the last five years. LHDs with higher proportion of revenues 
from federal sources were also significantly more likely to had plans for performing CHA in next 
year. 
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Table 2. Multinomial logistic regression of LHDs completing Community Health Assessment 
LHD and Community 
Characteristics 
Completed CHA within past five 
years vs. Did not complete CHA 
within five years and no plan in 
the next year 
Did not complete CHA but plan 
to next  year vs. Did not 
complete CHA within five years 
and no plan in the next year 
AOR 
P-
Values 
95% Confidence 
Interval for OR 
AOR 
P-
Values 
95% Confidence 
Interval for OR 
Lower 
Bound 
Upper 
Bound 
Lower 
Bound 
Upper 
Bound 
Percent of population in 
occupied housing units free and 
clear  
0.936 0.000 0.910 0.962 0.980 0.322 0.941 1.020 
Percent of population age 0 to 17   0.903 0.000 0.854 0.955 1.066 0.114 0.985 1.153 
Percent of population 
unemployed 
1.172 0.000 1.073 1.279 1.058 0.402 0.927 1.207 
Percent from Local sources 1.003 0.475 0.994 1.013 1.017 0.014 1.003 1.031 
Percent from State sources 1.025 0.000 1.013 1.037 1.010 0.269 0.992 1.029 
Percent from Federal sources 1.044 0.001 1.017 1.073 1.040 0.031 1.004 1.079 
 
LHD governance 
classification                 
    Local  4.015 0.000 2.451 6.576 1.523 0.275 0.716 3.242 
    Shared 2.916 0.001 1.528 5.564 3.068 0.018 1.211 7.775 
    State                 
LHD has one or more local boards 
              
     No 1.375 0.145 0.896 2.110 0.814 0.533 0.425 1.556 
     Yes                 
Population Categories                 
     <25,000 4.293 0.001 1.836 10.039 2.520 0.151 0.714 8.890 
     25,000-49,999 2.916 0.008 1.322 6.431 2.334 0.153 0.730 7.465 
     50,000-99,999 2.032 0.069 0.945 4.366 2.047 0.213 0.663 6.322 
     100,000-499,999 1.429 0.293 0.735 2.779 1.445 0.467 0.535 3.900 
     500,000+                 
 
Epidemiologist on Staff                 
     No 0.621 0.024 0.411 0.939 0.721 0.289 0.394 1.319 
     Yes                 
LHD consists of single or multiple administrative units 
Single jurisdiction   0.744 0.259 0.445 1.244 0.477 0.040 0.236 0.967 
   Multiple jurisdictions                 
Note: Nagelkerke Pseudo R-squared = 0.112 
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Other significant predictors of the LHD completion of a CHA in the multivariate logistic regression 
model were type of LHD governance, population size and having an epidemiologist. Compared to 
LHDs with state governance, LHDs with local governance were 4 times as likely and those with 
shared governance were 2.9 times as likely as LHDs with state governance to have completed a 
CHA in the past five years. Among LHDs that had not completed a CHA within the past five years, 
those with shared governance 3.1 times more likely than LHDs with state governance to have plans 
for CHA activity in the next 12 months. Also among LHDs that had not completed a CHA within 
the past five years, those LHDs with single jurisdictions were less than half as likely to have plans to 
complete CHAs within the next year as were multi-jurisdictional LHDs. LHDs staffed with one or 
more epidemiologists were 1.61 times more likely to have completed a CHA in the past five years 
than LHDs without an epidemiologist on staff. All three community socio-demographic variables 
included in the model as control variables were also associated with the completion of a CHA. 
Finally, once the proportion of federal, state and local funding, governance structure, the presence 
of an epidemiologist, and socio-demographic variables were controlled for, the direction of 
association between LHD jurisdictional population categories and performance of CHA was 
inverted, with LHDs serving smaller rather than larger populations more likely to have completed 
CHAs. In summary, type of governance, presence of an epidemiologist, proportions of revenue 
from state and federal source, and community characteristics predicted the likelihood of having 
completed a CHA within the past five years.  
IMPLICATIONS 
The results suggest that many Public Health infrastructure considerations impact CHA activity at the 
local level. The most salient and possibly most malleable finding is that the presence of an 
epidemiologist on the LHD staff may be instrumental in determining whether an LHD is able to 
complete a CHA. Because most LHDs (63 percent) serve populations of less than 50,000 and few of 
these (12 percent) have an epidemiologist on staff, the finding points to a critical gap in the 
infrastructure necessary to support CHA activity across the country.  
One solution which seems to be working is the combining of resources. Multi-jurisdiction LHDs 
completed CHAs more often than single jurisdiction LHDs, which could indicate economies of 
scale and scope that are formed through shared resources such as an epidemiologist. 5 Another 
potential solution which has garnered some recent support is the posting of online data resources 
for local assessments. However, further research is needed to show whether access to online data is 
a comparable substitute for the presence of an epidemiologist with experience in population-based 
community health assessment. The PPACA language requires that the CHNA take into account 
input from persons with special knowledge of or expertise in public health. Our data suggest that 
strengthening the public health workforce with additional epidemiology capacity would support 
quality CHA, CHNA and CHIP efforts.   
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